Extranodal lymphomas constitute 20% to 30% of all non-Hodgkin's lymphomas. The common sites involved are skin, stomach, brain, and small intestine. Epidural localization is a rare site for lymphomas, accounting for 10% of spinal epidural tumors. Lymphomas occurring primarily in the epidural space without other previously detected lymphomatous foci (i.e., primary spinal epidural lymphomas) represent an even rarer entity. We report a case of primary spinal epidural B-lymphoblastic lymphoma. The patient presented with paraparesis, and a spinal epidural lesion was diagnosed. Considering the rapidity of symptom onset, the possibility of epidural abscess was considered, and he underwent partial laminectomy with decompression of the lesion. Histopathology and immunohistochemistry were diagnostic of B-lymphoblastic lymphoma. The present case is the first report in the literature of B-lymphoblastic lymphoma presenting as a spinal epidural lesion. L ymphoblastic lymphoma is a rare aggressive neoplasm of T-cell or B-cell precursors resembling acute lymphoblastic leukemia, with no or limited bone marrow involvement. Lymphoblastic lymphoma of the B-cell type is uncommon, and an extranodal presentation is even rarer. Lymphomas primarily occurring in the epidural space without other previously detected lymphomatous foci represent a very rare entity, and only a few cases have been documented. We report what is, to the best of our knowledge, the fi rst reported case of primary spinal epidural B-lymphoblastic lymphoma.
CASE PRESENTATION
A 19-year-old man presented with a 1-month history of progressively worsening back pain and a weight loss of >5 kg 
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Rakul K. Nambiar , MD, Sreejith G. Nair , DM, Pranab K. Prabhakaran , MD, and Sherin P. Mathew , MD over 3 months. Over the previous week, he had developed progressive asymmetric weakness of both lower limbs with decreased pain and temperature sensation without bowel or bladder involvement. On examination, there was tenderness in the thoracic region. Neurologic examination demonstrated bilateral lower limb spasticity with an asymmetric pyramidal pattern of weakness (right > left, Medical Research Council grade 3 and 2, respectively), with impaired sensation below the T4 level. ( Figure 1a ) . Th e possibility of tuberculous spondylitis with epidural abscess was considered. Tests, including complete blood counts, erythrocyte sedimentation rate, renal function tests, liver function tests, and cerebrospinal fl uid examination, were within normal range. In view of the rapid onset of a neurological defi cit, the patient underwent partial laminectomy with decompression of the lesion. Unhealthy brownish soft tissue was removed, but there was no pus. Histopathologic examination ( Figure 2a ) showed a monotonous population of medium to large cells with vesicular nuclei, prominent nucleoli, and scanty cytoplasm. On immunohistochemistry, the cells were positive for CD20, CD34, bcl2, PAX-5, and terminal deoxynucleotidyl transferase (Tdt) with an MIB labeling index around 90% ( Figures 2b-2d ) . Th e picture was diagnostic of B lymphoblastic lymphoma. A computed tomography (CT) scan of the neck, thorax, abdomen, and pelvis did not reveal any lymph nodes. Marked pain relief was achieved postsurgery. Th e patient was started on combination chemotherapy with cyclophosphamide, vincristine, Adriamycin, and dexamethasone (hyper-CVAD protocol) with central nervous system prophylaxis (intrathecal methotrexate). After the patient completed the fi rst cycle of chemotherapy, MRI showed complete radiological remission ( Figure 1b ) . Th e patient received 8 cycles of chemotherapy and is currently receiving maintenance chemotherapy with methotrexate and 6-mercaptopurine.
DISCUSSION
Primary spinal epidural lymphoma (PSEL) is a subset of lymphomas in which there are no other sites of disease involvement at the time of diagnosis. Extranodal non-Hodgkin's lymphoma (NHL) comprises 24% to 48% of all NHL ( 1 ), while PSEL accounts for 0.9% of all extranodal NHL ( 2, 3 ) . Th e largest series to date was reported by Monnard et al ( 4 ) , who studied 52 patients treated in nine institutions of the Rare Cancer Network between 1982 and 2002.
Epelbaum et al ( 5 ) described two phases of clinical presentation in PSEL. Th e fi rst phase is the prodromal phase, during which localized back pain occurs. Th is phase may extend for months to a year. Th e second phase is characterized by a rapid neurological deterioration (over 2-8 weeks). Th e latter phase is due to spinal cord compression. Similar presentations have been described by others ( 6, 7 ) .
Th e most common region involved is the thoracic spine, followed by the lumbar and cervical spine ( 4 ) . Th e origin of PSEL remains unknown. Rubinstein ( 8 ) stated that PSEL arises from the lymphatic tissue present in the epidural space and proposed that mesodermal cells lining the epidural space may give rise to primary spinal lymphoma under appropriate conditions. Other authors support the hypothesis that PSEL originates from the vertebral body or from the paravertebral lymph nodes, which later extend onto the epidural space ( 9, 10 ) .
Histologically, most tumors are B-cell lymphomas (intermediate and high grade), although low-grade B-cell neoplasms and 
